The patient is an 18-y-old white woman who presents for evaluation of excessive daytime sleepiness, with long sleep time, and an Epworth Sleepiness Scale score of 19/24. Her past medical history is significant for depression, anxiety disorder with panic attacks, and suicidal ideation, and intent, without plan, requiring psychiatric and psychological counseling.
The patient is an 18-y-old white woman who presents for evaluation of excessive daytime sleepiness, with long sleep time, and an Epworth Sleepiness Scale score of 19/24. Her past medical history is significant for depression, anxiety disorder with panic attacks, and suicidal ideation, and intent, without plan, requiring psychiatric and psychological counseling.
She goes to bed at 21:00, falls asleep within minutes, does not awaken during the night, and rises in the morning at 07:30 with multiple alarms, often not feeling refreshed, and sometimes sleeps through multiple alarms missing school. She denies snoring, apnea, lower extremity restlessness, cataplexy, hypnogogic/hypnopompic hallucinations, or typical sleep paralysis, but does report a single episode where she tried to awaken in the morning but was not able to move for over 30 min.
Medications include paroxetine, and over-the-counter iron and carnitine supplements, which have not resolved her daytime sleepiness. She denies use of tobacco, alcohol, or illicit drugs; and drinks caffeine beverages only occasionally. Body mass index is 20. 4 
DISCUSSI ON
Pseudo-sleep is psychogenic behavior mimicking the behavior characteristics of normal sleep, in that the patient has their eyes closed and is apparently unresponsive and motionless; but neurophysiologic assessment reveals evidence of wakefulness in the form of typical waking background electroencephalographic (EEG) activity, in particular a posterior dominant rhythm in the alpha frequency range consistent with eyes closed wakefulness. This form of malingering or conversion disorder has been well described in long-term video EEG assessment in epilepsy monitoring units in patients with pseudoseizures/psychogenic non-epileptic attacks. [1] [2] [3] Video-EEG monitoring is a powerful tool that allows for the electrophysiologic confirmation of wakefulness, despite apparent eyes closed motionless unresponsiveness.
Functional neurological symptoms mimicking true sleep disorder include not only pseudo-sleep, but also psychogenic nonepileptic attacks during apparent sleep, and pseudo-narcolepsy with cataplexy. 4, 5 Presence of intact DTRs in all four extremities helped exclude generalized cataplexy, given that in typical cataplexy DTRs are absent. In addition, this patient's unresponsiveness lasted for nearly an hour, and typical cataplexy is not so prolonged. The arm drop test was another indication of pseudo-neurologic unresponsiveness, wherein an atonic arm is raised over the patient's face, and does not strike the patient's face when released, but instead falls away from the face.
Functional neurologic sleep disorders may be vastly underreported given that those who evaluate them may not have familiarity with the interpretation of the electrophysiologic sleep data that is key for making the diagnosis, thus making it all the more important that sleep medicine physicians have familiarity with these disorders. Pseudo-sleep on electrophysiologic testing does not necessarily exclude central hypersomnia, and patient will continue to be evaluated in the sleep medicine clinic. 
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